Acute care practice settings are stressful. Nurse leaders face stressful demands of numerous competing priorities. Some nurse leaders experience unmanageable stress, but success requires self-care. This article presents a repeated measures intervention design study using mixed methods to investigate a self-care simple meditation practice for nurse leaders. Themes and subthemes emerged in association with the three data collection points: at baseline (pretest), after 6 weeks, and after 12 weeks (posttest) from introduction of the self-care simple meditation practice. An analysis of variance yielded a statistically significant drop in perceived stress at 6 weeks and again at 12 weeks. Conducting future research is merited.
Introduction
Although they are intended to be environments of health and healing, acute care practice settings are replete with stress and stress-inducing situations, especially for professional nurses caring for patients and families. Moreover, nurse leaders are faced with the added stressful demands of numerous competing priorities including maintaining patient outcomes (quality, safety, satisfaction) and a fiscally productive workforce (Institute for Healthcare Improvement, 2014) . Nurse leaders must be clinical experts, technology advocates, economic stewards, and compassionate mentors. Nurse leaders can be depleted emotionally and cognitively when faced with this barrage of responsibilities. Still, they require clear minds to focus on the domain of caring necessary to create and support patient-centered, safe healing environments. However, for many nurse leaders, these seemingly never-ending duties can lead to unmanageable stress, fatigue, and possible burnout (Leiter & Maslach, 2009) . Professional success of nurse leaders requires self-care behaviors to nurture, sustain, and reinforce their resiliency, manage stress and support their ability to successfully create and maintain healing environments (Dyess, Prestia, & Smith, 2015) .
Recognized as a precursor to a variety of health challenges for individuals, stress is linked with changes in cognitive, behavioral, and emotional
Background
The American Nurses Association's (2015) most recent scope and standards acknowledged that nurses are facilitators of healing. As such, practicing self-care is recognized as imperative for all nurses. The concept of self-care is described by The American Holistic Nurses Association (2012) and incorporated within The American Holistic Nurses Association and American Nurses Association's (2013) Scope and Standards of Practice for Holistic Nursing. It is deemed a responsibility for nursing professionals to model their seeking of harmony and assist others to do the same. As part of Core Value 5, self-care is inclusive of . . . self-assessment, self-reflection and self-responsibility to adopt a lifestyle that supports all dimensions of well-being, including the physical, emotional, mental, and spiritual aspects of oneself as well as relationships with others and the environment, to create life balance and satisfaction (Shields & Stout-Schaffer, 2016, p. 684) For nurses and nursing students who prioritize self-care practices, the outcomes commonly reported include balance, a sense of coherence, and reduced feelings of burnout. Theorists and researchers purport the importance of self-care especially in light of the known stressors associated within various practice environments (Blum, 2014; Boykin & Schoenhofer, 2001; Dossey, 2008; Lamke, Catlin, & Mason-Chadd, 2014; Lubinska-Welch, Pearson, Comer, & Metcalfe, 2015) . There are varied selfcare practices that were demonstrated by research teams to be effective with managing stress, including mindfulness-based stress reduction and meditation practices (Bazarko, Cate, Azocar, & Krietzer, 2013; Brooks, Bradt, Eyre, Hunt, & Dileo, 2010; Kravits, McAllister-Black, Grant, & Kirk, 2010) .
Meditation Literature
Meditation is defined by the National Center for Complementary and Integrative Health (2015) as a "mind-body method" that can include many techniques in which one learns to focus their attention. Another definition for meditation advanced by Gawler and Bedson (2010) is a spiritual practice with a focus on self-regulating thoughts. It is hypothesized that meditation can support stress reduction and coping by inducing relaxed states of calm and mindfulness. While there are popular techniques employed by those who engage in meditation, Birx (2013) asserts there are two distinct processes for meditation labeled opening and centering. Each process incorporates awareness to the present moment. Mantra, mindfulness, yoga, tai chi, and qi gong are also identified as self-care practices that incorporate mediation for healing potential, but no one technique is noted to be superior (Ospina et al., 2007; Posadizki & Jacques, 2009 ). These more complex types of meditation may prove challenging to incorporate during a busy day at work. Specific recommended approaches for self-care practices of simple mediation were not noted in the literature reviewed. Few studies have considered the self-care practice of simple meditation with nurse leaders.
Meditation is a recognized self-care avenue for stress reduction and has been studied as an intervention to address stress in a wide array of populations and within medical conditions (Morone, & Greco, 2014) . There is evidence that acknowledges meditation provides psychological and physiological impact. Indeed, meditation enables those who practice to become more open, self-aware, empathetic, accepting of self, and able to actualize their strengths (National Center for Complementary and Integrative Health, 2015) . Researchers conclude that meditation increases cortisol reactivity to social stressors so that "meditation training fosters greater active coping efforts, resulting in reduced psychological stress appraisals and greater cortisol reactivity during social evaluative stressors" (Creswell, Pacilio, Lindsay, & Brown, 2014, p. 2) . Exact mechanisms are not clear, but Vestergaard-Poulsen et al. (2009) report that regular meditation increases gray matter density in the brainstem and may be associated with enhancing structural areas important for sensory, cognitive, and emotional regulation. The emotional and cognitive benefits are also supported by Teper and Inzlicht (2013) . Numerous studies reveal evidence demonstrating that meditation practice reduced blood pressure, decreased symptoms of ulcerative colitis, eased insomnia, lowered the incidence, duration, and severity of acute respiratory illnesses, and altered the relevance of pain (National Center for Complementary and Integrative Health, 2015) . Very little research considered nurse leaders and meditation practice.
Theoretical Framework: Bureaucratic Caring
This research study was framed by Ray's (1989) theory of bureaucratic caring, which incorporates a holistic responsiveness of caring as the foundation for nursing leadership in a health care organization. This holism embraces the mind-body-spirit connection of nurse leaders and the interrelatedness with the bureaucratic environment where practice is situated. The framework is congruent with concepts of selfcare and practices such as meditation. Moreover, within Ray's theory, the spiritual/ethical dimension is integrated as an important element within leadership practice, equal to the other dimensions such as legal, political, economic, sociocultural, physical, and technological dimensions. The holistic nature of caring in the context of a complex system demands that nurses in leadership are attentive to all dimensions of the bureaucratic caring model. A self-care approach using meditation draws awareness to the internal dimensions of the theoretical model for nurse leaders.
Research Method Design
Human subject ethical treatment was considered, and a university institutional review board approved the study. Recruitment of nurse leaders was accomplished with a flyer placed in the mailboxes of nurse leaders at two community-based acute care hospitals. In addition, an announcement describing the study and inviting voluntary participation was made at some monthly nurse leader meetings in both hospitals. All participants received a $20 gift card incentive for their participation at baseline and at 12 weeks. The pilot study employed a repeated measures intervention design using mixed methods (Creswell, & Plano Clark, 2007; Newman & Hitchcock, 2013) . According to Chiang-Hanisko, Newman, Dyess, Piyakong, and Liehr (2016) , the mixed-methods approach is ideal for using in nursing practice settings because there is a purposeful integration "of both quantitative and qualitative techniques, thereby enabling a multifaceted understanding of nursing phenomena" (p. 1). Data collection occurred at baseline or pretest, 6 weeks, and 12 weeks or posttest. The intervention was self-care, a simple meditation practice taught to nurse leaders within a 2-hour workshop immediately following the pretest data collection. Nurse leaders agreed to intentionally incorporate daily the simple meditation practice. Then, weekly electronic messaging contact occurred with nurse leaders to encourage their selfcare mediation and provide support to participants as necessary.
Sample. A convenience sample of 24 nurse leaders consented to participate from the two acute care practice sites. Final sample size was 22 participants because 2 leaders were unable to attend two of three data collection gatherings. The leaders were employed in a nurse director role at two campus sites of the same for-profit health care system. The two sites' general nursing leadership policies and organizational targets for patient satisfaction were the same; they did not address the same patient market share; and each site employed different chief administrators. To be included in the study, the nurse leaders were (1) employed in their current role for 12 months or longer, (2) were able to read and write English, and (3) were willing to participate in a specific self-care meditation practice for a minimum of 12 weeks.
The measures of stress, locus of control, mindfulness, and self-esteem were measured. The measures were selected based on Ray's (1989) theory and their credibility in other studies, to garner a holistic view of the nurse leaders experience of stress, as well as their external (locus of control) and internal dimensions (mindfulness and self-esteem). Focus groups were also conducted at each site with the nurse leaders at baseline, 6 weeks, and 12 weeks to learn from the nurse leaders the meaning attached to their experiences of stress and self-care. Focus group questions are located in Table 1 , and the instruments used in the study are briefly described below.
Tools. The Perceived Stress Scale is a widely used measure for the perception of stress (Lee, 2012) . The scale measures the degree to which situations in one's life are perceived as stressful. The 14 items within the measure are rated on a 5-point Likert-type scale ranging from never to almost always. Higher scores indicate more perceived stress. Validity and reliability are established with all versions of the scale with diverse populations (Lee, 2012) .
The Locus of Control Scale is a questionnaire developed by Rotter (1966) with 13 items that measure the belief of respondent of where control resides, internally within them, or externally, with others or the situation. Participants with an internal locus of control believe that their own actions determine their success, while those with an external locus of control believe that their own behavior does not matter much and that success in life is generally outside of their control. The range of scores is from 0 to 13 with a lower score indicative of a belief of an internal control while a high score indicative of the belief of external control. Considerable use of measure indicates stable validity and reliability (P. Smith, Trompenaars, & Dugan, 1995) . The Rosenberg Self Esteem Scale (Rosenberg, 1965 ) is a 10-item measure for global self-esteem item scale that measures global self-worth by measuring both positive and negative feelings about the self. It has a 4-point Likert-type scale format ranging from strongly agree to strongly disagree. It has robust Brown & Ryan, 2003; Carlson & Brown, 2005 ) assesses individual differences in the frequency of mindful states over time. The MAAS is a 15-item scale with strong psychometric properties in various population groups of patients and nonpatients (MacKillop & Andersen, 2007) . Using a 6-point Likert-type scale ranging from almost always to almost never, the score is totaled and a mean is determined. Higher mean scores reflect greater mindfulness. The measure has a long record of empirical validity and reliability (MacKillop & Andersen, 2007) .
Intervention. The self-care simple meditation practice taught and supported in this study is advanced by Schmidt (2014) . Schmidt offers a three-part realistic framework to follow for those who are beginning a meditation practice program. Each aspect of the framework incorporates a synthesis of historical wisdom and evidence-based findings associated with meditation practice. The framework also supports the practitioner within their daily journey of waking up, living in the present, and letting go. While sample mantras and inspirational readings are shared within the meditation practice framework, each practitioner is invited to experience the meditation practice from the faith/spiritual perspective of his or her choosing.
After baseline data collection, each participant was given a personal copy of the text "The Practice" (Schmidt, 2014) . Practicing simple meditation was defined as the nurse leader daily intervention. The expectation to practice daily was discussed in a 2-hour session facilitated by the researchers and an experienced research assistant who attended "The Practice" live workshops. The research assistant attended workshops to enhance her understanding of the simple meditation practice. There is currently no form of certification available for this mediation practice. Opportunity for participant clarification of expectations and time for questions was incorporated into the initial 2-hour session. Contact information for the research team was provided to each participant. Weekly electronic messages were sent to participants for regular contact and opportunity to ask questions. Participants then attended the 6th-and 12th-week meetings where focus groups were conducted, and a repeat of all measures was collected with nurse leaders at their respective acute care practice environments. After the focus groups and collected measures, the participants were able to share their experiences and ask questions about their meditation practice with the research team.
Analysis Quantitative Findings
Using the statistical package for the Social Sciences (SPSS, Version 21.0) software, basic descriptive analyses, simple correlation, and repeated measure analyses of variance (ANOVAs) were conducted to examine the changes in Perceived Stress Scale, MAAS, Locus of Control Scale, and Rosenberg Self Esteem Scale measures at baseline, after 6 weeks, and after 12 weeks of the self-care mediation practice (Field, 2013; Stevens, 2009) . The results are presented in Tables 2 to 6 and are discussed.
General demographics for the participants are reported in Table 2 . There were fewer men (n = 3, 13%) than women (n = 19, 87%) represented in the study. This percentage of male nurses in this study is slightly higher than the current male representation percentage within the profession of nursing in the state, which is 11% (Florida Center for Nursing, 2016). The mean for years in nursing was 22 years, with a wide range variation: 2 to 40 years. The range also widely varied for years in nursing leadership, 2 to 35 years, with a mean of 11 years. There was no statistically significant correlation identified between any of the instruments studied, the age of participants, their years in nursing, or their years in leadership. A statistical significant finding for correlation, albeit superfluous, was the years of nursing and years of nursing leadership (Table 3) . General descriptive statistics including means and standard deviations and are reported for all instruments in Table 4 . All instruments were taken as baseline (pretest), at 6 weeks, and again at 12 weeks (posttest). The instruments demonstrated acceptable internal consistency with Cronbach's α range of .72 to .91 (Table 5) .
The findings of the repeated measures ANOVA that investigated changes from the baseline (pretest), 6 weeks, and 12 (weeks) posttest are reported for the outcomes of perceived stress, locus of control, selfesteem, and mindfulness and awareness in Table 4 . The assumption of sphericity was tested using Mauchly's W, and it indicated that there were no homogeneity differences across the multivariate dimension of time. Figure 1 depicts graphical representation of differences for each tool over time. Within post hoc analysis pairwise comparison between the three different time points of data collection occurred to identify where the statistically significant changes occurred. Within the perceived stress tool, there was a significant decrease in the perceived stress from the pretest with a reported average stress level of 16.86 to the mid test and posttest, which both had a reported average of 12.27, F(2,20) = 8.89, p = .009, η 2 = 0.38. Unexpectedly, a slight decrease in self-esteem that approached statistical significance was observed at 6 weeks but was not significantly lower at the posttest, F(2,20) = 3.45, p = .052, η 2 = 0.26. There were no statistical significance changes in the scores on the locus of control and mindfulness instruments, it should be noted that that for this pilot study all four outcomes report a large effect size (η 2 > 0.13) and therefore further investigations with large sample sizes are warranted.
Qualitative Findings
Focus groups were audiotaped and transcribed verbatim. The transcripts were independently coded by two nurse researchers, with qualitative research experience using a conventional content analysis approach (Hsieh & Shannon, 2005) . Content analysis was selected because the aim was to describe the phenomena of perceptions of stress and using the self-care practice of meditation for nurse leaders without using preset categories. To ensure trustworthiness of the data, consensus of coding was achieved among researchers and research assistant, as well as member checking and the upkeep of an audit trail throughout the study (Lincoln & Guba, 1985) . Themes and subthemes emerged and were identified as findings in association with the three data collection points; at baseline (pretest), after 6 weeks, and after 12 weeks (posttest) from introduction of the self-care simple meditation, "The Practice." Two themes were identified at each of these points; subthemes expressed the expressive impact of the themes within the lives of the nurse leaders. Table 6 summarizes the themes and subthemes. Baseline themes include acknowledging stress and thriving on challenges. Themes after 6 weeks include identifying self-care outcomes and incorporating self-care into professional routine. Themes after 12 weeks include appreciating the stress management support of selfcare and noncommitting to use self-care as a tool.
Baseline Pretest Theme 1: Acknowledging
Stress. The acknowledgment of stress associated with the leadership role was the first theme to emerge. Subthemes within this baseline theme include frustration with the inability to control variables associated with leading in an acute care environment and periodically feeling overwhelmed by the 24/7 accountability associated with leading in the 21st century. Stress was regularly experienced by the nurse leader participants due to unknown challenges associated with securing all aspects of resources for their unit(s) of oversight intended for 7 days each week and 24 hours each day. One nurse leader offered the following:
I'm not sure that people really understand the gravity of what being a nurse leader really is, you know especially nowadays with all of the regulatory requirements and the documentation and then you know the acuity of the patients that we're seeing now and how much is put on nurses.
Leaders stated that difficulties associated with "staffing and productivity," "lack of financial resources, human resource issues, dealing with difficult physicians, and communication challenges" added to the stress of being a nurse leader. One leader described the "balancing act" between the needs of administration and the needs of the staff to be a source of stress. "Everybody has some differing expectation, the nurses, your bosses, and patients." Another confirmed this varied cause of stress by declaring, "It's a matter of juggling priorities, emotions, and reprioritizing." Still another nurse leader voiced that sometimes stress arise because sometimes, "You have to compromise where your drive is and where your beliefs are and that's disappointing to me." • May need accountability to incorporate using the practice as a self-care tool If an action plan for tackling an issue was established, outside variables, beyond the leaders' control, often wreaked havoc causing increased frustration. "Federal mandates, Centers for Medicare and Medicaid Services' requirements, union activity, and corporate entities" added to the stress experienced by the nurse leaders. The nurse leaders affirmed their desire to shift from "reactive to proactive" leadership, but anticipation of potential issues that may arise in any given day or week was practically impossible.
Baseline Theme 2: Thriving on Challenges. In the midst of expressing frustrations and stress, the leaders articulate their thriving on challenges associated with the nurse leader role. Subthemes for this included feeling pride and adventure. The nurse leaders recognize the thrill of finding solutions when faced with seemingly insurmountable issues. One leader smiled and stated, "It's a hard job, but if it wasn't challenging I would be bored." Their thrill of finding solutions is the anecdote to their stress, "So the challenge is not necessarily all stress, the challenge is exciting and challenge is . . . it is dynamic and challenge is good, a good thing for me to find the answers." Additionally, nurse leaders express a sense of pride when "making the puzzle pieces fit" as they contribute to "impacting positive change." Another leader shares, "I love talking to patients gaining their trust with solutions, and making the doctors happy," and still another states, "Making a difference in people's lives gives you a lot of intrinsic value for what you do." In addition to thriving on challenge, the nurse leaders attributed their thriving to the support they garnered from their staff, each other, and their executive nurse leaders. "I can go to my coworkers and talk to them about how I feel." Sharing feelings to "let go" is described as an essential challenge but one that must be done daily and with a "trusted colleague," in order to tolerate the challenges of the role. "The people we work with, the differences we make . . . make it enjoyable." Six Weeks Theme 1: Identifying Self-Care Outcomes. At 6 weeks nurse leader participants began recognizing as outcomes of self-care an increase in personal and professional awareness and the sensation of calm were noted emotions. Part of the awareness expanded their actions to support other leaders and staff. Being calm was described in terms of situational lack of control and not being upset by it. "Using self-care makes you calm inside I think," said one participant. Another leader stated when reflecting on the self-care practice, "It helped me disconnect from my emotions," and "It made me connect spiritually to what is really important." When discussing a difficult situation one more leader shared, ". . . any other time I would have probably been extremely upset about the situation. I truly did say my mantra . . . and the stress was gone."
This sense of calm enabled the leaders to expand their emotional bandwidth and extend their sense of peace to other leaders. One leader shared that she believed the self-care supported her sense of peace and enabled collaboration, "It helped me remain calm and I could pull together others more, more teamwork." Still another stated, "It is contagious . . . I can show you by example that it is okay to take a break . . . and benefit from the calm."
Six Weeks Theme 2: Incorporating Self-Care Into a Professional Routine. At this 6-week period the nurse leaders recognized the self-care as a useful tool, incorporated it into their professional routine, and began using it for individual situations. Participants described both morning and afternoon routines. ". . . every morning when I get to the office . . . for 10 minutes I get settled . . . centered . . . breath . . . refocus and it helps." Another described, When I get home I isolate for 15 minutes . . . I don't talk to anyone, I don't talk on the phone . . . I refocus . . . I breathe . . . it just kind of helps.
The specific routine seemed to support their ensuring the self-care was accomplished.
Two participants describe using the self-care throughout the day in different situations. "We all get to a place where we can see massive stress hitting . . . so I take a deep breath . . . step back . . . and kick it in." Another participant described using selfcare in stressful personal situations in addition to the work environment; "I use it to calm myself . . . and it really does help."
Twelve Weeks Theme 1: Appreciating Stress Management Support. The recognition and appreciation of self-care mediation practice as a useful tool led the participants to intentionally and purposefully use daily. They recognized it as a change in lifestyle that benefitted themselves holistically "relational spheres of self, others and environment." Participants described the "deliberate" use of the self-care meditation practice during "the worse times, the worse days (Mondays)," and to ward off "the Sunday night blues." One participant stated, "My mantra changed based on what was right for me on that day."
These discussions lead the participants to realize and appreciate the usefulness of the self-care in anticipation of a stressful encounter. "During stressful times I would stop and take a moment," one said. Another participant identified being less "reactionary" in stressful situations; "My responses were tempered and controlled." The self-care raised their awareness of managing stress. Several of the participants recognized its value as a tool in their arsenal against stress. One leader shared that within their meditation, "I started writing . . . some notes like reflections . . . It's a tool you can pull up moment to moment." This comment underscores the appreciation of the self-care as a stress-management tool.
Twelve Weeks Theme 2: Noncommitting to Use SelfCare as a Tool. Despite acknowledging the benefits and situational usefulness of self-care meditation practice, the majority expressed a noncommittal attitude to their continued purposeful daily incorporation of meditation. One participant stated, "When you are focused on it you are more committed to it . . . It will drop off without motivation." The participants were unsure about sustained utilization in the future. One participant suggested that perhaps if they were taught to use it earlier in their careers that it may have become more ingrained. "It becomes like a habit if you do it young. It's just a part of you." Another pondered ". . . if you wanted to teach your kid an instrument or a language, the younger you start the more . . . it would be maintained throughout life." The conscious continuation of self-care mediation practice was uncertain.
Limitations
Our pilot study has limitations. First the study was done within one county, within one state, and our small sample size of 22 participants may not be representative of nurse leaders in acute care practice. Nevertheless, the participants did represent a sizable age range and years in practice. Several of the participants were known to the researchers and their participation, while voluntary, may be perceived as a bias. Additionally, an incentive of $20 gift card to a coffee shop or bookstore was provided. However, the nominal financial incentive likely did not entice participation for nurse leaders with ample incomes. A final limitation to report is the practice fidelity for participants. All reported their daily engagement efforts, but a tool that documents their active engagement and time spent with mediation will be incorporated in any larger study undertaken.
Integrating Findings and Practice Implications
Mixed-methods design necessitates an integration of the findings and recognizing the complementary or contrary nature of findings to ultimately guide nursing practice and/or future research (Chiang-Hanisko et al., 2016) . In this pilot study, the qualitative findings of identifying self-care outcomes and appreciating the stress management support do complement the quantitative statistically significant reduction in perceived stress as an important outcome.
The self-esteem measure dropped a full point at midtest and returned to a difference of approximately 0.5 point for posttest. The change was approaching statistical significance. The self-esteem results represent a typical curvilinear pattern that is observed when examining changes in self-esteem since as people become more cognizant of their stressful environments self-esteem drops before increasing again (Strange, Neuenschwander, & Dauer, 2005) . Still, the nurse leaders were not willing to commit to hardwiring the self-care practice into their lives. This dialectic that emerged in the pilot study for nurse leaders between what is practiced and what is known demonstrates Ray's (1989) bureaucratic balancing: that decisions made are by considering organizational demands and human demands at any given moment. As noted in Table 6 , themes at baseline reveal nurse leaders artfully integrate numerous dimensions of caring mentioned in Ray's (1989) theory that derive, at times, dichotomous experiences such as stress and thriving. The subthemes of emotions similarly expose opposing labels: overwhelmed/ pride and frustration/enjoyment. As the nurse leaders intentionally incorporated self-care with a simple meditation practice, their bureaucratic balancing awareness shifted and they were able to respond situ-ationally. Arming nurse leaders with simple self-care practices like the one offered in this pilot study may not be enough for them to commit to its use. The self-care practice may be just another added layer to Ray's (1989) theoretical model unless the recommended "motivation" needed to continue the selfcare practice is embedded within the holistic culture of the organization.
Conclusion
The pilot study results are promising. A larger sample is needed to demonstrate power. Improved fidelity of meditation self-care practice for the participants the findings is also required. A key takeaway that can be gleaned from the pilot study is that self-care could enhance stress reduction for nurse leaders. Research is needed to further explore the themes that emerged, specifically the usefulness of "mantra-speaking" prior to a stressful encounter. Simple mantras, for example, let it be, peace within, secret beauty, or I am strong, can be employed to cultivate positive emotions and help nurse leaders remain present and mindful in difficult situations. Framed in simplicity, meditation can be implemented more readily by nurse leaders in acute care practice settings, and seen not as yet another thing to do in an already stress-filled chaotic environment.
